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It is an honor for me to comment on a paper by Adam Horvath, who is considered one of the most important therapeutic alliance researchers of our time.
In his interesting paper "Alliance in Common Factor Land: A View through the Research Lens," Horvath (2011) takes us through the critical aspects of therapeutic alliance research and the challenges that researchers still have to face. The author discusses several complex issues − from the historical background of the construct to the critical aspects of its measurement, and concludes with the proposal of a research agenda.
The key topic of Horvath's (2011) paper is the necessity for a better definition of therapeutic alliance construct, one that would (a) recognize the similarities and differences among the different kinds of therapeutic alliance definitions; and (b) differentiate the components of the therapeutic relationship. As Horvath reminds us in his paper, the problem of differentiation between therapeutic alliance and other components of the relationship originates from Greenson's (1965) It is not useful or clinically meaningful to debate the elements of a therapeutic relationship in terms of mutually exclusive categories: transference or therapeutic alliance or real relationship (Hatcher, 2009) . Conversely, it is more important to reflect on the way we view the psychotherapy relationship. Horvath (2009) suggested a possible solution to classifying relational constructs along a three-layered hierarchy: feelings, relational inferences, and relational processes (p. 276). Another possibility could be looking at psychotherapy relationship components as different levels of the relationship experience (Lingiardi & Colli, 2010; Meissner, 2006; Modell, 1990) . (Hatcher, 2010, p. 22 ).
This way of conceptualizing and working on the relationship is in line with Horvath's (2011) proposal about the necessity to "discover and docu- The investigation of how the patient and therapist construct the therapeutic alliance, to depict "the idiosyncratic interactional patterns that unfold between patient and therapist" (Charmann, 2004, p. 18 ), suggests promoting studies based on the evaluation of micro processes between patient and therapist (Colli & Lingiardi, 2009) .
Restarting from what the patient and therapist do during psychotherapy sessions could contribute in giving us "a clearer classification of the relationship constructs currently in use. . . . [and] the recognition of both the similarities and the differences among the constructs currently labeled alliance" (Horvath, 2011, p. 132) . As Horvath (2011) observed, the problem is also recognizing the differences among the therapeutic alliance definitions.
These differences are more evident if we take into consideration that "less than 50% of the variance was shared among these most commonly used measures" (Horvath, 2011, p. 129) . One possible explanation for this data, as Horvath proposes in his paper, could be that the most commonly used measures are based on different conceptualizations of the therapeutic alliance. Conversely, this data could be the result of some problematics in therapeutic alliance measures; for example, a critical aspect of therapeutic alliance measures − how clients and therapist "use" the Likert scale − could affect the interpretation of the low agreement of these measures. As observed by Jenkins and Dillman (1997) , researchers who create questionnaires do not always know how respondents will answer them. This is also the case in therapeutic alliance. Despite using different instruments to assess the client-therapist alliance, authors of studies frequently comment that both clients and therapists tend to rate the alliance highly (i.e., Hilsen- other study of differences in the use of the Likert scale between patients and therapist showed that clients tend to use only the top 20% of rating points and therapists tend to use only the top 30% of rating points on alliance measures (Tyron, Blackwell, & Hammel, 2008) .
A further critical aspect that could affect the variance among these measures is represented by several biases in self-report measures. The evaluations of therapeutic alliance could be affected by the influence of other relational variables, including transference and countertransference, the therapist's theoretical preferences, or the influence of other variables related to the patient's level of functioning, such as reflective functioning capacity (Colli & Lingiardi, 2009 ).
All critical aspects of therapeutic alliance construct seem to aggregate when we focus our attention on the construct of alliance ruptures and resolutions.
As Horvath (2011) noticed for therapeutic alliance (p. 126) as well as for therapeutic alliance ruptures and resolutions, we have a "Tower of Babel" effect. In fact, several terms have been used to describe this phenomenon: challenges (Harper, 1989a (Harper, , 1989b , misunderstanding event (Rhodes, Hill, Thompson, & Elliott, 1994) , impasses (Hill, Nutt-Williams, Heaton, Thompson, & Rhodes, 1996) , alliance threats (Bennett, Parry, & Ryle, 2006) , transference-countertransference enactments (Safran & Muran, 2006) , and rupture interactions (Colli & Lingiardi, 2009) . At the same time, for therapeutic alliance ruptures and resolutions, we have a Tower of Babel problem in reverse: We use the same words but mean different things.
In his paper, Horvath (2011) observed that in the research literature on therapeutic alliance ruptures and resolutions, "The kind of data that is interpreted as evidence that a rupture has taken place varies significantly with the researcher's method of assessment" (p. 130) and that "at one end, almost any sign of momentary tension between therapist and client is assumed to signal some kind of rupture . Near the other end of the continuum, there are significant fluctuations in self-reported alliance between sessions as the criteria that trigger a rupture" (Horvath, 2011, p. 130 ).
These differences in assessing therapeutic alliance ruptures and resolutions could reflect radical differences at a theoretical level. These theoretical differences can be summarized into two opposing positions: the totalistic/relational and the restricted/rational. From a totalistic/relational point of view, the therapeutic alliance is seen as "an ongoing process of intersubjective negotiation'' (Safran & Muran, 2000, p. 165) . The object of this negotiation could change from author to author: For example, for Safran and Muran (2000) , patients and therapists negotiate agency and relatedness needs.
For other authors, patients and therapists negotiate about self and interactive regulation (Beebe & Lachmann, 2002) . From this view, the psychotherapy process can be conceptualized as a process of ruptures and resolutions of the syntonization between patient and therapist, a process that takes place at both conscious and unconscious levels (Lyons-Ruth, 1999). As a consequence, also momentary and subtle fluctuations in the collaboration level are considered relevant.
From a restricted/rational position, therapeutic alliance ruptures and resolutions are one of the elements of the psychotherapy process but do not represent the essence of the psychotherapy process. This perspective has a greater relevance for what the patient communicates rather than how the patient communicates. If we adopt a rational point of view, we could consider it a rupture or breakdown in the collaboration process if a patient does not agree with his or her therapist about a task of therapy (for example "I don't think it is important for me to speak about my childhood"). Conversely, if we adopt a relational point of view, the content of the communication (the disagreement) is less important than the way the patient communicates about the disagreement and negotiates it with the therapist.
In conclusion, I believe that the routes traced by Horvath (2011) indicate the necessity to return to the roots of conceptualizations and our clinical work. This return could permit us to partially mark and reflect about the boundaries of therapeutic alliance, reducing naïve assumptions and especially not transforming therapeutic alliance from an aspecific factor into an "umbrella" factor.
